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ABSTRACT

The health consequences of smoking disproportionately impact the homeless population. The
homeless population has a higher rate of smoking (70%) than the general population (21%) and
has a 5-fold decrease in smoking cessation success rates (Baggett & Rigotti, 2010). However,
the percentage of homeless smokers who wish to quite is comparable with non-homeless
populations (84% to 82% respectively) (Baggett, Lebrun-Harris, & Rigotti, 2013). The purpose
of this community service project was to alleviate some of the smoking cessation barriers that
homeless populations face, allowing them to pursue better health and greater independence. By
partnering with the homeless shelter, Union Gospel Mission (UGM), we aimed to: inform the
shelter residents of accessible and free nicotine replacement therapies, host educational sessions
concerning the consequences of smoking and benefits of smoking cessation, and create a lasting
partnership between smoking cessation support group, Nicotine Anonymous (NicA). The
partnership between UGM and NicA is limited because of ideological differences between the
organizations. On the other hand, the educational sessions were quite successful, educating
homeless residents about smoking and cessation, encouraging them to pursue smoking cessation
through step-by-step methods and free nicotine replacement therapy, and providing smoking
cessation brochures for UGM and its residents.
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Chapter 1: Introduction
Introduction
Homelessness affects hundreds of thousands of people in the United States every year
(Henry et al, 2016). Not having a place to live can be very difficult and is detrimental to many
areas of life, including social life and health. The homeless community has a much higher
incidence of health problems than the general population (Henwood, Byrne, & Scriber,
2015). Tobacco smoking is a known cause of many serious health problems and unfortunately, a
high percentage of homeless people are smokers (Sharif et al., 2015; Baggett & Rigotti,
2010). The high levels of smoking exacerbate the health problems that the homeless face
(Baggett, Lebrun-Harris, & Rigotti, 2013). Although many smokers who are homeless express
interest in quitting, they do not have adequate resources to be able to do this (Baggett, LebrunHarris, & Rigotti, 2013). In this chapter, both homelessness and the detriments of tobacco use
will be introduced along with a discussion of how they relate. Then, the difficulties of smoking
cessation among the homeless, and the purpose of this project will be presented, followed by the
significance of what the project is aiming to accomplish. We plan to implement a smoking
cessation program at the Union Gospel Mission (UGM), a homeless shelter program in St. Paul,
Minnesota, that will give homeless individuals the resources they need to quit smoking.
Background
By definition, a homeless person does not have a sustainable place of residence (The
National Health Care for the Homeless Council, 2011). The definition of homelessness includes
those in transitional housing as well as public or private parties offering temporary residence
(The National Health Care for the Homeless Council, 2011). Homelessness is an issue affecting
nearly half a million people each night in the United States (Henry et al, 2016). In Minnesota
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alone, over 7,000 people were homeless in 2016 (United States Interagency Council on
Homelessness, 2016). Homelessness affects certain groups more than others. Young adults,
ethnic minorities, and veterans are at an especially high risk for homelessness (Wilder Research,
2016). For example, African Americans and Native Americans make up approximately 39% and
8% of the Minnesota homeless population despite being 5% and 1% of the Minnesota population
respectively (Wilder Research, 2016). A vast array of causes lead to homelessness including
access to affordable housing, employment opportunities, and chronic health conditions (Wilder
Research, 2016). Despite these barriers, homelessness as a whole has decreased by 3%
nationwide (Henry et al., 2016).
Various hardships endured by the homeless may contribute to the astounding mortality
rate amounting to three to four times the average U.S. mortality rate (Henwood, Byrne, &
Scriber, 2015). In regards to nutrition, eating healthy food is an expenditure many cannot
afford. Choosing nutrient-rich foods tends to be exchanged for the amount of food one can
afford (Tasaruk, Dachner, & Li, 2005; Hamelin & Hamel, 2009). The shift in priorities leads to
nutrient-rich foods being substituted for foods higher in fats, sugar, and sodium. (Luder, Boey,
Buchalter, & Martinez-Weber, 1989). Homeless people also struggle to find time and money to
exercise at gyms and clubs (Moczygemba et al., 2012). The obesity rate of the homeless (57%)
may change with better access to exercise facilities (Tsai & Rosenheck, 2013).
Mental Health conditions are very common in homeless populations. In Minnesota, many
homeless individuals struggle with anxiety disorder, major depression, and bipolar disorder
(Wilder Research, 2016). Furthermore, long-term homelessness corresponds with higher rates of
mental illness. An additional consequence of mental health conditions includes physical health
complications. Poor self-care can lead to infectious disease that can impact the ability to attain a
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job (Dennis, et al., 2010). Substance abuse is also a common obstacle that the homeless
face. As many as one in five homeless adults in Minnesota have been diagnosed with substance
abuse disorder (Wilder Research, 2016). One study suggests the greatest cause of death in
homeless populations is overdose, outranking all other causes including heart disease and cancer
(Volkow, 2013).
Cigarette smoking among the homeless population is currently a widespread and
significant problem, with over 70% of homeless individuals reporting as smokers (Sharif et al.,
2015; Baggett & Rigotti, 2010). Associated with these high rates of smoking are a variety of
health conditions including cardiovascular disease, respiratory disease, and cancer (U.S.
Department of Health and Human Services [HHS], 2014). Currently, smoking accounts for 1 in
5 deaths in the United States, amounting to over 480,000 deaths per year (Centers for Disease
Control and Prevention [CDC], 2017). Moreover, the homeless population has higher smoking
rates (70%), when compared to the general population’s 21% smoking rate (Baggett & Rigotti,
2010), and consequently, homeless individuals are twice as likely to develop COPD (Snyder &
Eisner, 2004). Clearly, smoking cessation is an important need within the homeless community
and can have a positive impact on the health of homeless smokers in Minnesota and beyond.
The homeless population is reported to have the same desire as the general population to
stop smoking, however, cessation rates among homeless individuals were 41% lower than the
general population (Baggett & Rigotti, 2010). This difference can be attributed to barriers such
as lack of education and resources, along with higher levels of boredom and stress (Okuyemi, et
al, 2006). Furthermore, the homeless population has less access to healthcare resources, which
prevents homeless smokers from getting the resources needed to quit (Baggett, O’Connell,
Singer, Rigotti, 2010).
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Problem Statement
The homeless community as a whole is at a much higher risk for mortality and other
health issues. The health problems that are faced by the homeless population are exacerbated by
the fact that the homeless also have much higher smoking rates than the general population
(Sharif et al., 2015; Baggett & Rigotti, 2010). Even though many in the homeless community
have a desire to quit, they face many barriers when making an attempt to do so, such as lack of
education and resources (Okuyemi, et al, 2006). They also experience a lack of support from
their peers as the majority of their peers are smokers (Okuyemi, et al, 2006). The UGM is a
homeless shelter in St. Paul, MN that experiences high smoking rates among their residents
based on our needs assessment. We met with Nick Gisi, the director of the shelter, and he
discussed with us the need for a smoking cessation program to be implemented at UGM. UGM
will provide the space in which to hold educational sessions, and Director Gisi indicated that the
steps necessary to do this would be: advertising the new program, the creation of
educational/advertising materials and presentations, and better equipping UGM with the
resources they need to help successfully promote smoking cessation among their residents. The
UGM sees smoking cessation as a true barrier for their residents to achieving freedom from
homelessness due to the increased financial burden, health risks, and the social stigmas
surrounding smoking and homelessness, and they believe by partnering with us, that some of that
burden can be alleviated.
Purpose
Based on our needs assessment with UGM, the purpose of this project is to alleviate some
of the smoking cessation barriers that the homeless face, allowing them to pursue better health
and greater independence. We aim to partner with UGM, setting up a smoking cessation
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program that will give the homeless access to smoking cessation education and resources, help
them develop a quit plan, as well as a space to have support from their peers during the cessation
process.
Significance of the Project
Homelessness affects us all, especially through the healthcare system. Some studies
estimate that on average, homeless individuals visit an emergency room five times per year,
accounting for an average of $18,500 per person (Garrett, 2012). Other estimates say that 33% of
all emergency department visits are from chronically homeless individuals (Garrett, 2012).
Regardless of the actual numbers, ending homelessness and promoting homeless
individuals’ health will cut cost burdens from the healthcare system and more importantly, vastly
improve these individuals’ health. Most homeless individuals do not have insurance, and while
most hospitals have programs for low-income/homeless individuals or government-funded
programs, some medical bills go unpaid at the loss of the medical center (USA Today, 2017). As
future Physician Assistants, we will encounter homelessness in our practices, and knowing how
to best help the homeless with their numerous health complications will indubitably be of benefit
to our skillset.
Through our partnership with UGM, we hope to leave a strong program that will
positively influence smoking cessation among the Twin Cities homeless population, as well as
better equip UGM staff to manage smoking cessation among their residents.
Conclusion
Smoking is a massive burden on our nation’s health, health care costs, and smoking is
highly preventable. The majority of the homeless population are smokers, which further
complicates their health, making it even harder for them to end their homelessness. By
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partnering with the Union Gospel Mission, we hope to utilize our research to assist them in
implementing a successful smoking cessation program. Chapter 2 will discuss some common
terms associated with homelessness, what the current literature says about homeless populations,
the difficulties they face, how smoking in particular is such a problem, what smoking cessation
programs and techniques are available and effective, and how these programs may apply to our
project.
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Chapter 2: Literature Review
Introduction
This chapter focuses on the literature describing and defining homelessness, specifically
homelessness in the Twin Cities, the difficulties homeless individuals face, and how these
difficulties affect a homeless individual’s health. The first sections define homelessness and
common terms associated with homelessness. Next, the demographics of homeless individuals
in the Twin Cities is discussed to establish the characteristics of homeless populations. The
demographics section also includes a discussion of the prominent barriers homeless individuals
encounter in maintaining their health. Understanding these barriers is the first step to learning
how to correct them and maximize the amount of help homeless individuals receive.
Defining Homelessness
Homelessness describes the state of a person who does not have a sustainable place of
residence. Despite the term’s simplicity, it is defined differently among legal
institutions. Health centers use the following definition set forth by the HHS to provide services
to the homeless.
"Homeless individual" means an individual who lacks housing (without regard to
whether the individual is a member of a family), including an individual whose primary
residence during the night is a supervised public or private facility that provides
temporary living accommodations and an individual who is a resident in transitional
housing (The National Health Care for the Homeless Council, 2011).
The U.S. Department of Housing and Urban Development (HUD) has a different definition. In
2012, HUD developed a four-category legal definition of homelessness. The first category
encompasses anyone living in a place not meant for permanent occupation including shelters,
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transitional housing, or institutions. The second category is anyone losing their nighttime
residence within 14 days and do not have the resources to continue living in their current housing
situation. These housing situations include hotels, motels, or anyone temporarily forced to live
with friends or family, a term called doubling-up (The National Health Care for the Homeless
Council, 2011). The third category encompasses families with children or youth up to age 24
living in unstable housing that are unlikely to change their situations due to financial, medical, or
other socioeconomic barriers. The fourth and last category includes anyone fleeing from
domestic violence, abuse, assault, stalking, or other unsafe situations and have no other residence
and lack the resources to find other housing (National Alliance to End Homelessness,
2012). Legal eligibility for various homeless programs are determined using these four
categorical definitions (National Alliance to End Homelessness, 2012). For example, safe haven
programs only serve those who are defined by category one, while permanent supportive housing
programs serve those fitting category one and four. (National Alliance to End Homelessness,
2012). Some of the various homeless program types are defined in Table 1. Now that
homelessness has been defined, other common terms and organizations associated with
homelessness can be discussed.
Defining Common Terms
The following terms listed in Table 1 are those commonly associated with the jurisdiction
and administrative qualities of homelessness, as well as defining some of the common types of
programs available to homeless or at risk of becoming homeless populations. The following
table has been constructed using the 2016 Annual Homeless Assessment Report to Congress and
various other materials cited per term in-chart (Henry, Watt, Rosenthal, Shivji, & Abt
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Associates, 2016). Understanding the definitions and basic logistics of homelessness provides a
foundation to better understand homeless populations and the various challenges they face.
Table 1
A Non-Comprehensive List of Homelessness-associated Terms
(Henry, Watt, Rosenthal, Shivji, & Abt Associates, 2016).
Term

Definition

Chronically Homeless
Individual

An individual with a disability who has been homeless for at
least one year or has been homeless four times (for a total of 12
months) in the past three years

Continuums of Care (CoC)

Are local, government coordinators responsible for
homelessness services in a set geographical area, ranging from
city-wide to the state level.

Doubled-up

A situation where an individual is unable to maintain their
current housing and are forced to live with friends or family
(The National Health Care for the Homeless Council, 2011).

Emergency Shelter*

A shelter designated for temporary shelter for homeless
individuals

Homelessness Prevention*

A program aimed at providing counseling, financial assistance,
and guidance to avoid becoming homeless.

U.S. Department of
Housing and Urban
Development (Henry et al.,
2016)

A Cabinet department of the executive branch of the U.S.
government in charge of developing policy in housing and
cities.

Homeless Individual

Any person who is not a member of a family with children
while experiencing homelessness.

Parenting Youth

Any person under the age of 25 who is a legal guardian of a
child under the age of 18 and not currently living/sleeping in the
same place with anyone over the age of 24.
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Permanent Supportive
Housing* (PSH)

A housing program with supportive services on a long-term
basis for formerly homeless individuals. Most of these
individuals have a disability.

Rapid Rehousing*

A housing model providing temporary housing to homeless
people. Rapid rehousing is like transitional housing, but with
shorter lengths of stay.

Safe Haven*

A long-term private to semi-private housing program for
homeless people with severe mental illness. Safe havens are
limited to 25 people per facility.

Sheltered Homelessness

This refers to those staying in emergency shelters, transitional
shelters, and safe havens.

Supportive Services Only*
(SSO)

Are a classification of programs that assist sheltered and
unsheltered homeless people, but generally do not have a
housing component associated with the program (HUD, 2014).

Street Outreach*

These are programs that encourage and facilitate organizations
to help end homelessness of young people (HHS, 2016)

Transitional Housing*

Are extended stay (a few months to years) programs with the
goal of transitioning homeless individuals to permanent
housing. Are typically in apartment-like complexes. The Union
Gospel Mission has a transitional housing component.

Unaccompanied Youth

Anyone under the age of 24 who are not part of a family with
children and are not with a parent or guardian while
experiencing homelessness.

Unsheltered Homeless

This refers to homeless people living in a public or private place
not designated for sleep, such as streets, parks, or in vehicles.

* Terms that represent the varying types of homelessness programs/facilities
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Homelessness by the Numbers
According to the 2016 U.S. Census, approximately 550,000 people experience
homelessness on a given night (Henry et al, 2016). The homeless population can be divided into
three subtypes; each comprising approximately ⅓ of the total: unsheltered individuals, sheltered
people in families, and sheltered individuals. The remainder (3%) are unsheltered people in
families. As of 2016, 7,341 people were homeless in Minnesota (United States Interagency
Council on Homelessness, 2016).
Minnesota and nationwide homelessness disproportionately affects certain populations
including young adults, certain ethnic minorities, and veterans. Perhaps the most
overrepresented group includes people of color. For example, although African Americans
represent 39% of the Minnesota homeless population, only 5% of Minnesotans self-identify as
African American (Wilder Research, 2016). Similarly, American Indians make up
approximately 1% of the Minnesota population, but constitute 8% of the homeless population
(Wilder Research, 2016). Overrepresentation is also seen across the U.S. countrywide; African
Americans make up 39% of the homeless population, but only 12.9% of the general population
(Henry et al., 2016 and Rastogi, Johnson, Hoeffel, Drewery Jr., 2011).
Young adults are also disproportionately affected by homelessness in Minnesota. In
2016, 641 adults aged 18-24 were homeless in MN (USICH, 2016). In the U.S., one in five of
homeless individuals are children (120,000) under the age of 18, and an additional 50,000 are
between the ages 18-25 (Henry et al., 2016). Approximately 10% of these homeless children are
unsheltered (Henry et al., 2016).
American veterans are also overrepresented in homeless populations. There are 39,471
homeless veterans in the U.S. as of 2016 (Henry et al., 2016). Approximately ⅓ of these
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veterans were in living in places considered ‘not suitable for human habitation’ according to
HUD (Henry et al., 2016). In Minnesota alone, there are approximately 279 homeless veterans
(USICH, 2016).
Of those experiencing homelessness in the United States, most are concentrated in
cities. HUD grouped a survey according to ‘continuums of care’ (CoC). Nearly ½ of homeless
people lived under the umbrella of major city CoC’s, with an estimated ⅕ living in either Los
Angeles or New York City CoC (Henry et al., 2016). Major differences in the level of housing
received by homeless individuals exist based on living in different CoC’s. In New York City for
instance, only 4% of homeless were unsheltered, compared to a staggering 75% in Los
Angeles. The Annual Homeless Assessment Report to Congress figures, suggest this may be due
in part to the recent increase in homelessness in 2015-2016 (Henry et al., 2016). Los Angeles is
reflective of California as a whole with 70% of California homeless living without shelters
(Henry et al., 2016).
Minnesotans are homeless for a variety of reasons, including limited affordable housing,
employment opportunities, chronic health conditions, abuse, and violence (Wilder Research,
2016). The inability to afford house payments accounts for 36% of adults who left their previous
house, and 30% of missed payments are due to loss of employment. Mental illness affects 60%
of homeless adults, mostly attributed to anxiety, depression, and bipolar disorder. Some men and
women (37%) experience continued abusive relationships in order to maintain a place of
residence. Lastly, 35% of women are homeless because of domestic violence and 46% homeless
youth have been abused (Wilder Research, 2016).
Though any degree of homelessness is an issue, the U.S. and Minnesota have had
declining rates of homelessness. Nationwide, homelessness has decreased by 3% since last year
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across all age groups (Henry et al., 2016). Furthermore, the number of both sheltered and
unsheltered homelessness has declined. From 2007 to 2016, the rate of homelessness has
decreased by 15% and unsheltered homelessness has decreased by 31% In the United States
(Henry et al., 2016). Similarly, homelessness in Minnesota has decreased from 7,869 in 2010 to
7,341 in 2016 (USICH, 2016). Although rates in MN and the U.S. are decreasing, there is still a
large demand for affordable housing, which is supported by the fact that 41% of all homeless
adults in MN are on a waitlist for subsidized housing with an estimated one-year wait (Wilder
Research, 2016). Furthermore, 14% are not able to get on the waitlist because the queue is full
(Wilder Research, 2016).
Homelessness and Health
Being homeless is not an isolated difficulty. Homelessness is a situation from which
many other difficulties arise and manifest as health issues, such nutritional deficiencies, the
inability to exercise, mental health diseases, drug use and exposure (Herault & Ribar, 2017; Tsai
& Rosenheck, 2013; Homelessness in Minnesota 2015 Results, 2016; Hale et al, 2003).
Those who are homeless are at a much higher risk for mortality and health problems.
Studies have shown that homeless people have a mortality rate of about three to four times that
of the general population (Henwood, Byrne, & Scriber, 2015). One study adjusted for age, sex,
and previous hospitalization and the mortality rates were 1.6 times greater in the homeless than
the general population and 1.4 times greater in the homeless than socioeconomically deprived
people with homes (Morrison, 2009). That study shows that homelessness itself is an
independent risk factor for mortality. The causes of death in the homeless population can also be
very different from poor people with housing (Henwood et al., 2015). Homeless people are less
likely than poor people with housing to die of natural causes (49% compared to 78%). However,
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the homeless population has a greater risk for drug and alcohol overdose, homicide, injury,
hypothermia, HIV and other infectious disease being the cause of mortality (Henwood et al.,
2015).
Homelessness also causes increased risk for many health problems. The homeless have
increased risk for infectious diseases, chronic health problems, and cancer than the general
population (Schanzer, Dominguez, Shrout, & Caton, 2011). In research conducted by Gelberg,
Linn, Usatine, and Smith (1990), the poor with homes and the homeless who attended a health
clinic were compared over a period of time. The findings of the study indicate that the homeless
were more likely to have skin problems, seizures, COPD, vision problems, foot pain, and poor
oral health.
Nutrition. Nutrition is an area of health that is deficient in the homeless
population. Nutritional deficiencies have many attributable factors, including lack of money,
lack of facilities, and lack of education on nutrition (Herault & Ribar, 2017). Food is often
acquired in multiple different ways; it can be purchased, obtained through charity programs,
gifted from strangers or relatives, stolen, grown, or found in the garbage (Herault & Ribar,
2017). When purchasing food, the homeless who lack sufficient amounts of food will generally
seek quantity of food over quality (Moczygemba, Kennedy, Marks, Goode, & Matzke,
2012). The higher cost of nutritional foods then causes an increase in consumption of cheaper
foods that are high in fats, sugar, and sodium (Luder, Boey, Buchalter, & Martinez-Weber,
1989). Many important nutrients such as vitamins, antioxidants, and minerals are also lacking
due to decreased consumption of fruits and vegetables (Tasaruk, Dachner, & Li, 2005; Hamelin
& Hamel, 2009).
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Food insufficiency among the homeless has also been correlated to higher rates of
chronic illness, mental health issues, hospitalization and emergency department use (Baggett et
al., 2011; Hamelin & Hamel, 2009).
Exercise. Exercise is a vital aspect of health that is very difficult for a homeless person to
adequately address. The barriers to getting adequate exercise that a homeless person faces
includes cost of gyms and equipment, scheduling a time with homeless shelter curfew, and lack
of education (Moczygemba et al., 2012). One study showed 57.3% of homeless were overweight
or obese, which was directly correlated with less time spent exercising (Tsai & Rosenheck,
2013).
Mental health. Mental health conditions represent a major area of concern among
homeless populations. As of 2015, 60% of homeless adults identified with a mental illness in
Minnesota (Wilder Research, 2016). Of those in Minnesota with mental illness, 42% had
anxiety/panic disorder, 39% had major depression, 22% had bipolar disorder, 15% had obsessive
compulsive disorder, and 7% had schizophrenia (Wilder Research, 2016). Furthermore, longer
periods of homelessness are correlated with higher incidence of mental illness. Long term
homelessness had mental health incidence rates of 64%, compared to 54% of those who recently
became homeless (Wilder Research, 2016). Homelessness is burdensome in of itself, and can
amplify stress, anxiety, depression and insomnia (Dennis, Levine, & Osher, 2010).
The high incidence of mental health disorders associated with homelessness have
downstream effects on other facets of life. Particularly, those with mental illness have a harder
time obtaining employment. In Minnesota, only 23% of homeless individuals with serious
mental health conditions, as defined by chronic mental health disorders leading to disability,
were found to be employed (Wilder Research, 2016). In contrast, 42% of homeless people
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without any mental health condition were found to be employed (Wilder Research,
2016). Without employment, individuals cannot obtain the necessary income to obtain housing
and cover costs of daily living.
Apart from employment, mental health conditions impact relationships, as those with
mental health conditions can develop isolating behavior and act in irrational ways, separating
themselves from friends and family (National Coalition for the Homeless, 2009). Mental health
disorders among the homeless also impact physical health. Inadequate hygiene and lack of selfcare among the homeless lead to higher rates of infection, and increased exposure to both TB and
HIV (Dennis et al., 2010). Other conditions such as lice, scabies, dental caries, and untreated
cardiac and vascular conditions were found to be prevalent, yet often untreated (Dennis et al.,
2010).
Substance abuse. The high prevalence of substance abuse among homeless populations
represents another challenge toward affording stable housing and living healthy lifestyles. In
Minnesota, one in five homeless adults are diagnosed with a substance abuse disorder (Wilder
Research, 2016). More specifically, the prevalence of substance abuse increases in correlation to
the amount of time a person is homeless. Of those who had been homeless for longer than a
year, 25% were found to have a substance abuse disorder, in comparison to 15% of those with
short stints in homelessness (Wilder Research, 2016). Substance abuse is almost always
associated with another condition, as 99% of those with substance abuse have coexisting mental
health or chronic health conditions (Wilder Research, 2016).
Addiction from substance abuse is a serious disease, and is a major cause of mortality in
the homeless population. A cohort study found that between 2003 and 2008, drug or alcohol
overdose accounted for 17% of all deaths (Volkow, 2013). This rate of death was higher than
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both cancer and heart disease, which accounted for 16% of deaths. HIV was the next major
cause of death, causing 6% of fatalities (Volkow, 2013). In those under the age of 44, overdose
accounted for over 33% of fatalities among homeless individuals (Volkow, 2013).
Substance abuse affects many homeless individuals, and treatment and long-term
recovery processes are met with difficulties. Recovery requires long term commitment to
abstinence, and the desire to stop using among individuals with addictions can be low. Lack of a
support system and relationships with others can also hinder attempts at recovery. Furthermore,
shelter and food often take precedence over seeking treatment for substance abuse disorders,
which delays treatment. (National Coalition for the Homeless, 2017). Of those who need
treatment, only an estimated 25% enter a treatment program (Hale, Allen, Roberts, Harrison,
Hines, Orman, Rabiner, & Milstrey, 2003).
Addressing homeless individuals with substance abuse must be met with special
considerations. Homeless substance abusers have higher incidence of previous criminal history
and arrest records, which can impact both employment and stable housing (Hale et al.,
2003). Furthermore, IV drug use is associated with HIV and hepatitis transmission, and long
term alcoholism can lead to liver cirrhosis (Baumohl, 2010). In general, homeless drug and
alcohol abusers tend to be in poor physical health (Hale et al, 2003). Homeless individuals with
substance abuse disorders are at higher risk for injury and victimization (Baumohl,
2010). Therefore, these linked issues need to be looked at when addressing substance abuse
associated with homelessness.
Homelessness and Cigarette Smoking
Cigarette smoking is one of the most prevalent and detrimental types of substance abuse
in the homeless community today. Studies have shown that over 70% of homeless individuals
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report being current smokers (Sharif et al., 2015; Baggett & Rigotti, 2010). This is much higher
than the 21% estimated in the general population (Baggett & Rigotti, 2010). Additionally, the
quit ratio of homeless was 9% compared to 50% in the general population (Baggett & Rigotti,
2010). Another study found that homelessness was an independent factor for smoking with an
odds ratio of 2.09, even after adjusting for socioeconomic disparity, mental illness, alcohol use,
and other drug use (Baggett, Lebrun-Harris, & Rigotti, 2013).
The disparity between smoking rates of the homeless and the general population cannot
be overstated. One study looked at homeless individuals’ desire to quit smoking (Baggett,
Lebrun-Harris, & Rigotti, 2013). They compared homeless smokers to non-homeless smokers
and found that the desire to quit was essentially the same (84% compared to 82%).
The disparity between the desire to quit and ability to quit shows that homeless
individuals face additional barriers when attempting to quit smoking. Homeless individuals who
had a prior clinic visit have been shown to receive slightly less advice to quit from medical
professionals than the general population (54% compared to 62%) (Baggett & Rigotti,
2010). The difference in receiving quit advice would increase if it included homeless individuals
who have significantly less access to medical care. This study also showed that smoking rates
were elevated in homeless individuals with mental illness, alcohol use, illicit drug use,
victimization while homeless, homelessness as a youth, and past year employment (Baggett &
Rigotti, 2010).
Many factors contribute to the high prevalence and low quit rate of smoking in the
homeless population. These factors include living in an environment where smoking is common
and where there are high levels of both boredom and stress, lack of education and resources
(Okuyemi, et al, 2006). Patient education and cessation medication have been shown to be the
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most effective in helping people quit (CDC, 2017). Both of these would be more difficult for
homeless individuals who have less access to healthcare than the general population (Baggett,
O’Connell, Singer, Rigotti, 2010).
The Detrimental Effects of Smoking
Smoking has been shown to be a major cause of cardiovascular disease, respiratory
disease, and cancer (HHS, 2014). This contributes to homeless individuals having a higher
likelihood of many types chronic illness and other health problems (Morrison, 2009). One
example being that homeless individuals are two times as likely to have COPD as the general
population (Snyder & Eisner, 2004), which is likely attributed to their higher levels of smoking
incidence. The death rate attributed to smoking in the U.S. puts the smoking crisis in
perspective, accounting for an estimated one in every five deaths. One in five deaths amounts to
over 480,000 deaths every year, and in total, more than 10 times the number of combined deaths
from every war the U.S. has ever fought in. (CDC, 2017). Worse yet, 90% of all smokers started
before the age of 18, meaning the habitual aspect of smoking addiction had an early onset (CDC,
2018).
Cigarette smoke contains as many as 4000 different chemicals, many of which are
polycyclic aromatic hydrocarbons and oxidative gases—known cardiotoxins (Bullen,
2008). Overall, the pathophysiology of these chemicals is poorly understood, but there are many
proposed mechanisms by which they operate (Bullen, 2008). Nicotine, for example, promotes
catecholamine release, along with other neurotransmitters both centrally and peripherally.
Nicotine also has hemodynamic effects such as increased heart rate, blood pressure, and cardiac
output, but these effects have been shown to not play a major role in cardiovascular disease as
one might expect (Bullen, 2008). One of the more well-known etiologies is that of oxidative

26
gases, as they play a crucial role in atherogenesis and atherosclerosis. Oxidative radicals are
destructive to tissues, which propagates sclerotic lesions and a proinflammatory state (Bullen,
2008). Chronic inflammation results in chronically elevated neutrophil counts. Leukocytosis
exacerbates the problem by releasing more oxidative chemicals, proteases, and leukotrienes that
cause endothelial cell injury and aggregation of activated platelets (Bullen, 2008). These
processes, and many others, lead to end-organ damage and death. Chronic obstructive pulmonary
disease is the nation’s third leading cause of deaths and most of cases (80%) are caused by
smoking (HHS, 2014). Nearly 90% of all lung cancers are caused by smoking, making it
deadlier for women than breast cancer. Smoking causes a near 25 times risk of acquiring lung
cancer and a two to four times risk of coronary artery disease and stroke (CDC, 2017). On
average, smokers die nearly 10 years earlier than the general population, and tobacco usage is the
leading cause of preventable deaths in the U.S (CDC, 2016).
Methods of Smoking Cessation
Smoking cessation programs and resources come in a variety of forms that make
themselves as available as possible. There are free telephone lines, text services for support,
coaching, information on local resources, and a quit plan assisting smoking cessation that have
been shown to be effective (West et al., 2015 & Fiore et al., 2008). There are also many free
websites with information on effective ways to quit smoking, online support groups, and quit
plans (West et al., 2015). Being involved in a support group has also been shown to be effective
in quitting smoking (Fiore et al., 2008). One support group program is Nicotine Anonymous
which is a free program that holds meetings regularly and follows a 12-step program to help
members quit (American Cancer Society, n.d.). Hospitals, workplaces, and wellness centers run
and lead many other types of support groups via professional staff or volunteers. Most insurance,

27
including Medicare, will cover support groups that do have a cost. Support groups will often also
have a counseling component to them. The length of time spent doing both group and one-onone counseling are correlated with successful smoking cessation (West et al., 2015).
A meta-analysis of four studies was performed on the effects of a financial incentive
program and smoking cessation (Halpern et al., 2015). The incentive was either a financial
reward up to $800 for successful smoking cessation, or a deposit up to $150 that was only
refundable if the participant successfully quit smoking. Additional financial incentives were
often given to successful participants in the deposit group. In a study among 878 General Electric
employees, the cessation rate nearly tripled from 5% to 14.5% for those who had received
financial compensation for smoking cessation (Halpern et al., 2015). All in all, the study
concluded the four financially incentivized groups had higher rates of quitting than those with
regular care. The group with a reward based incentive abstained from smoking 15.7% of the time
compared to 10.2% of the deposit based incentive. These figures are higher than those in the
standard care control group at with a 6% success rate (Halpern et al., 2015).
In a 2015 analysis conducted by the United States Preventive Services Task Force
(USPSTF), pharmacologic and behavioral therapies were found to both increase success rates of
smoking cessation (Sui, 2015). Pharmacologically, smoking cessation rates increased by 7% with
the use of nicotine replacement therapy, in comparison with control groups. This includes
nicotine products such as patches, lozenges, chewing gums, and inhalers. Further success was
indicated when using both a nicotine patch in combination with another form of nicotine
replacement. Bupropion SR had a similar cessation rate increase, which was found to increase
cessation by 8% in comparison to controls. Varenicline, or Chantix, showed the greatest benefit
to smoking cessation, increasing cessation rates by 16% (Sui, 2015).
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Behavioral therapy, while shown to provide some success at increasing smoking
cessation rates, had less of an impact in comparison with pharmacological treatment. Abstinence
from smoking was determined to be at 7-13% in those who underwent behavioral therapy, while
those without any therapy had cessation rates of 5-11% (Sui, 2015). Therapy was shown to have
greater success with more sessions and sessions of longer length. The greatest effect was seen
after eight sessions. Other forms of treatment were found to have some success, such as
telephone counseling, individualized self-help printed material, and counseling on problem
solving. Using behavioral therapy in conjunction with pharmacological therapy has the greatest
shown benefit, raising smoking cessation rates by 3% when compared with pharmacological
therapy alone (Sui 2015).
Conclusion
Homelessness remains a major problem in Minnesota, affecting 7,341 people in 2016
(United States Interagency Council on Homelessness, 2016). Minnesotans are homeless for a
variety of reasons, including limited affordable housing, mental health disorders, lack of
employment opportunities, chronic health conditions, abuse, and violence (Wilder Research,
2016). While homelessness does not discriminate to any age or ethnicity, African Americans
and American Indians are overrepresented, constituting 39% and 8% of the homeless population
respectively (Wilder Research, 2016). Homelessness is multidimensional in nature, as it is
associated with many other challenges, including high rates of chronic health conditions, poor
nutrition, lack of exercise, mental health disorders, smoking, and substance abuse. Smoking is
one of the many challenges the homeless face. An estimated 70% of homeless individuals are
currently smoking which can cause a wide array of health problems (Sharif et al., 2015; Baggett
& Rigotti, 2010; HHS, 2014). Targeting smoking cessation may benefit health and reduce
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smoking’s financial burden. In Chapter 3, we will discuss our plan of action, methodology, and
partnership with the Union Gospel Mission (UGM) in St. Paul, Minnesota to implement a
smoking cessation program for their centers, the homeless individuals that use them, and staff of
UGM.
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Chapter 3: Methods
Introduction
Union Gospel Mission (UGM) is a homeless shelter in St. Paul that has noticed a
prevalence of smoking tobacco usage among their residents. Staff at UGM are concerned about
the high percentage of their residents that smoke tobacco due to the negative health and financial
effects that tobacco has on its users. Furthermore, non-smoking UGM staff and residents are at
risk for the negative effects of secondhand smoke. Smoking among the homeless population is a
hindrance to gaining financial freedom, achieving better health, and finally ending their
homelessness.
The aim of this community service project was to investigate the most beneficial
techniques that aid in the cessation of smoking and apply it to the homeless population utilizing
UGM’s homeless shelter. The community service project endeavored to develop and help
implement a program for UGM that can be made available to all UGM residents who struggle
with smoking tobacco and give them resources to stop smoking. In addition, two smoking
cessation educational sessions were held, and educational brochures were created for UGMs use.
Ultimately, smoking cessation is a means to improve the overall health of the residents at UGM
and to develop the best environment possible for the residents and staff at UGM striving to
overcome homelessness.
Rationale of Project
Smoking tobacco is the leading cause of preventable deaths in the United States and is
known to decrease life expectancy by an average of 10 years (CDC, 2016). A broad spectrum of
chronic illness and other health problems are correlated with smoking (Morrison, 2009). The
homeless population have a higher prevalence and lower quit rate than the general population,
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yet they show an equal desire to quit (Baggett & Rigotti, 2010). Many factors contribute to the
high smoking rate and low quit rate in the homeless. These factors include but are not limited to
the high levels of stress and boredom they face, as well as the lack of education and resources
(Okuyemi, et al, 2006).
The UGM homeless shelter demonstrates a high prevalence of smoking among their
residents. The goal of the community service project is to provide what is lacking in education,
resources, and social support for smoking cessation for the residents of UGM. Executing these
goals hopefully assisted the residents at UGM to take better control of their health, their finances,
and to ultimately rid themselves of the burden and hindrance of smoking.
Population/Demographics
The educational sessions target men with an interest in smoking cessation at any stage in
UGM curriculum. The sessions took place at UGM St. Paul men’s campus and were advertised
on fliers (See Appendix A) distributed exclusively at this campus. UGM provides care for all
people regardless of age, race, religion, or socioeconomic status for varying amounts of time,
making demographic bookkeeping difficult. For example, in the first level of care, UGM
facilities accommodate for up to 350 people, enabling people to stay at UGM for one night (Nick
Gisi, personal communication, February 22, 2018). In the second and third level of care, people
may stay at places such as the Bethel Hotel or Christ Recovery Center for up to two years. Last
year alone, over 1,543 men were served through UGM’s shelter and transitional housing
programs (UGM, n.d.). Due to the multifarious and unpredictable nature of UGM’s programs,
precise demographics are difficult to anticipate.
Despite this barrier, UGM has obtained a limited amount of demographic information in
cooperation with Metropolitan State University (Nick Gisi, personal communication, February
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22, 2018). The demographic records are kept in UGM’s development division; including
information on age and race. Nick Gisi, the director of UGM men’s campus in St. Paul, was
asked to find the data, however the data continued to be unavailable throughout the duration of
the project.
Project Plan/Implementation
The smoking cessation program we planned to implement at UGM men’s campus was
going to address three major needs: education about the health effects of tobacco, counseling and
pharmacological resources for smoking cessation, and community support. Our group first met
with Director Gisi to assess the shelter’s needs and to obtain permission to work with UGM (See
Appendix B). A discussion was had about the high prevalence of tobacco use among residents
and the lack of current resources to address the problem. Furthermore, it was discussed that the
problem is multifaceted in nature, as tobacco smokers at UGM struggle with lack of knowledge,
resources, and peer support. A plan targeting these needs was formulated, which involved
creating educational brochures, presenting two educational sessions for residents of UGM, and
implementing a weekly Nicotine Anonymous (NicA) meeting at UGM men’s Campus in St. Paul
to fulfill our goal of establishing a smoking cessation program.
Each educational brochure (See Appendix C) provided reasons and statistics to quit
smoking, promoted evidence-based smoking cessation techniques, and provided additional
resources for more information and options available to the residents to pursue cessation. We
advised Director Gisi to distribute the brochures in key locations at both the men’s and women’s
UGM campuses in St. Paul at several locations throughout the buildings after being giving him
the rights to use and reproduce the brochure. The brochures were also distributed to attendees at
the end of the two educational sessions for smoking cessation.
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As stated, establishing weekly NicA meeting at UGM men’s campus in St. Paul, starting
June of 2018, was meant to be an integral part of the project. NicA is a twelve-step program
based off of the program of Alcoholics Anonymous. The program involves weekly meetings
where those addicted to nicotine can come together anonymously to discuss recovery from
nicotine. New members obtain a sponsor who has completed the 12 steps of NicA, and this
sponsor works with the new member to complete the 12-step program. Meetings are run by
members and follow the 12 traditions of NicA.
Currently, there are three other weekly NicA meetings in the twin cities metro. The
research team attended a Tuesday night St. Paul NicA meeting and discussed our goal to start a
meeting at UGM with current members. The members were offered the opportunity to volunteer
and lead or attend a meeting at UGM to get the meetings started. After speaking with the St.
Paul NicA group and the regional director, who was in attendance that night, further meetings
were scheduled between Director Gisi, ourselves, and the regional director of NicA.
Setting up a NicA meeting was approved by Director Gisi, and the chapel was designated
as an area available for hosting a meeting on any weeknight from six to seven p.m. Director Gisi
and our group planned to advertise the meetings to current residents with fliers. The hope was
that during the meetings, members would volunteer for service positions and leadership
opportunities following NicA tradition. Meetings were planned to continually run according to
NicA’s rules and be self-sustained by its attending members.
Before the beginning of the first planned NicA meetings, the research team held two
educational sessions on smoking cessation and to advertise the upcoming NicA meetings. These
sessions were PowerPoint presentations (See Appendix D) and were available to anyone from
UGM, whether or not they would attend the planned NicA meetings. The sessions presented
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information on the detrimental effects of smoking on health, finances, and relationships,
suggested the best approaches to achieving cessation, and provided resources that helped
residents find accessible and cheap medications for smoking cessation. Materials and notes from
the sessions were then given to UGM to allow volunteers and staff to present the information at
future educational meetings if desired.
Smoking, like any addiction, can burden its victims with shame and guilt, and can be a
rather personal subject. As such, the topic was addressed in a non-judgmental fashion to
effectively eliminate this ethical concern. The project does not expect to encounter any other
ethical quandaries while conducting educational smoking cessation sessions.
Potential Barriers
Some barriers of carrying out the community service project include general attendance,
participation, maintaining a lasting relationship between UGM and NicA, and attaining success
among participants seeking smoking cessation. Attendance and participation could be a
problem, as we are not instilling a program that the homeless residents at UGM are required to
sign up for. To address the attendance issue, our educational sessions were advertised around
UGM’s campus beforehand, and UGM’s staff encouraged attendance at their other events and
announcements, and they offered free snacks and water to those who attended. A second barrier
is establishing a firm commitment between UGM and NicA. To maintain the organizational
relationship and have a long-lasting smoking cessation program, a committed NicA volunteer
would need to manage one-hour, weekly NicA meetings. Our plan was to find key to find a
dedicated, passionate NicA volunteer who feels strongly about smoking cessation, and has a
desire to lead. There were other, less conspicuous barriers to our community service project,
such as maintaining the physical space at UGM to hold the weekly meetings, as well as any
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supportive financial burdens to the project, such as the printing costs of smoking cessation
brochures.
Project tools
Our plan for the smoking cessation program utilized multiple resources to benefit UGM
residents. An educational brochure was created to offer information and resources regarding
smoking cessation. The brochure was written at a middle school reading level and includes the
negative health effects smoking has on the body, the most effective ways to achieve smoking
cessation, and locations to obtain nicotine patches or counseling at free/discounted prices.
PowerPoint educational sessions (See Appendix D) focus on the same material as the
brochures, but went into further detail, lasting approximately 30 minutes with an additional 15 to
30 minutes for questions and follow-up. A video demonstration was also shown using cigarette
smoke and a container of cotton balls. Cigarette smoke from a pack of cigarettes was vacuumed
into the container, wherein the cotton balls absorbed the tar and smoke. The cotton ball
container represented the lungs and the negative effects cigarettes have on the lungs in an easy,
visual manner. Time was allowed for questions and interaction at the end of the sessions. Both
the PowerPoint and the brochures were panel reviewed by our Community Chair, Director Gisi,
and our Faculty and Research Chair, Lisa Naser to ensure the quality and legitimacy of our
project tools.
The planned NicA meetings required multiple resources in order to be implemented,
many of which were NicA created and maintained. The chapel at the men’s campus was
approved for a meeting location. Chairs and tables are provided by UGM. NicA meeting
materials needed for hosting a meeting included the book of NicA, NicA meeting pamphlets,
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newcomer packets, the twelve steps and twelve traditions, guidelines for service positions, and
the promises of NicA.
In order to advertise educational sessions and the meetings of NicA, our plan was to set
up fliers one month prior to the events at UGM’s main building, transitional housing, and
recovery center to reach all male residents. Advertising hopefully increased turnout. Utilizing
these resources, our group targeted the multifaceted nature of nicotine addiction and proposed a
long-lasting, smoking cessation program at UGM.
Conclusion
Nicotine addiction is a major problem that affects homeless individuals in the state of
Minnesota. Through the needs assessment with Director Gisi, it was discovered that there was a
current lack of services for UGM homeless community members trying to quit
smoking. Furthermore, our research and discussions with Director Gisi detailed the multifaceted
nature of the problem, which involved lack of knowledge, resources, and community support.
The community service project aimed to fill these gaps, by hosting two educational sessions,
creating informational brochures, and implementing weekly NicA meeting at UGM. After
coordinating with the NicA regional director and UGM staff, the research team finalized details
about the project and worked to reach out to UGM residents interested in smoking cessation.
Looking forward, chapter 4 will discuss the educational meetings, how the NicA meetings did
not come to be, and how effective we believe these interventions were, how many homeless
individuals were reached, and how UGM will manage smoking cessation in the future.
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Chapter 4: Discussion
Introduction
The goal of the community service project was to initiate a tobacco smoking cessation
program, and to provide resources and educational services regarding smoking cessation to male,
homeless residents at the Union Gospel Mission (UGM), St. Paul, Minnesota. The final
outcomes of the community service project are discussed below. The results of this project will
be reviewed and discussed, including its successes and limitations. In conclusion, future projects
will be suggested to overcome these limitations and further improve the smoking cessation
outcomes at UGM, St. Paul.
Summary of Results
The UGM is a homeless shelter that experiences high rates of smoking among their
residents. UGM currently does not have a smoking cessation program for their residents, which
hinders them in their mission of transitioning residents into permanent housing and to become
functioning members of society. UGM acknowledges that smoking among their residents is a
major burden to achieving freedom from homelessness due to the increased financial burden,
health risks, and the social stigmas surrounding smoking and homelessness. UGM believes that a
smoking cessation program could alleviate some of the burdens homeless individuals face to
ending their homelessness.
The smoking cessation program we planned to implement at UGM men’s campus had 3
major goals. The goals were to provide education about tobacco and the best methods of
smoking cessation, resources for affordable pharmacologic agents and other tools for quitting,
and a location for community support. To meet these goals, a plan with three parts was
implemented.
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First, there were two educational sessions open and advertised with fliers and
announcements to all of UGM men’s campus. The educational sessions provided information to
those in attendance of the health effects of tobacco, logistics on the cost of tobacco, ideas and
motivation to achieve cessation, and resources for free cessation medications.
Second, educational brochures (See Appendix C) were created for UGM to have and
reproduce on campus for all residents. The brochures gave similar information to the
educational sessions as well as instructions on how to access the resource, QuitPlan, which
provides two weeks of free nicotine replacement medications and counseling services. It also
gives information on smoking cessation apps such as Quit Smoking, QuitNow, and Kwit.
Interestingly, the brochures ended up being of greater value to UGM then originally
intended. The lasting efforts of the community service project was to connect UGM with NicA,
but as detailed below, this did not go as expected. The brochures will hopefully supplement what
NicA planned to do for UGM, in that UGM has access to the brochure computer file and can
redistribute them over their entire campus as they see fit.
Third, UGM was connected with the community nicotine support group, Nicotine
Anonymous (NicA). An attempt was made to begin a new NicA group at UGM. However,
UGM’s staff were hesitant due to their Christian-centered roots as a homeless shelter, and they
could not find a leader from NicA to lead in a strictly Christian manner. One of NicA’s core
tenets is the belief in a higher power which identifies to the conscience of the individuals within
the group and is not limited to a singular being or God, but to whatever power or god the
individual believes helps them overcome their addictions. Due to the belief differences between
UGM and NicA, a partnership between the organizations was not established and weekly
meetings were not held. However, there is a NicA group that meets a few miles from UGM
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campus and information was given about this group during the educational sessions and within
the brochure. The residents were encouraged to attend due to the importance of social support in
attaining and maintaining smoking cessation. Advertisement of NicA support groups was
detailed within the brochure and educational sessions.
The two PowerPoint educational sessions (See Appendix D) that we led were provided a
week apart at UGM. Advertisement fliers (See Appendix A) for both of these sessions were
posted all around UGM campus in visible places two weeks prior to the first session. Only four
residents attended the first educational session. However, all participants were interested and
asked many questions, both during and after the session. The UGM director decided the second
educational session should take place during the time slot normally pre-arranged for a different
established group at UGM to increase attendance. There were close to 40 residents at the second
session due to the time change. After polling the audience, it was revealed that the majority of
the attendees were smokers, and most them began smoking before the age of 18, as the CDC
(2018) had previously reported. The attendees were once again interested in the information
provided and continued asking questions after the session had finished. Smoking cessation
brochures were provided for all who attended. The director at UGM was very pleased with the
educational sessions and brochures. The PowerPoint (See Appendix D) made for the educational
sessions and the brochures were provided electronically for UGM to continue to utilize our
research in the future as they saw fit.
In Chapter 2, homelessness was defined, demographically explored, and homelessness
was evaluated on a practical level in terms of the barriers it presents to achieving good health.
One term that we encountered firsthand while working with UGM was transitional
housing. Primarily, the residents we worked with through our smoking cessation sessions were
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part of UGM’s transitional housing, which they coincidentally call The Bethel Hotel.
Transitional housing are extended stay programs with the goal of transitioning homeless
individuals to permanent housing over months to years, and they are typically apartment-like
complexes. The residents can even receive mail while staying at the Bethel Hotel, because each
resident is assigned a mailbox. We were able to use the mailboxes to our advantage because the
residents who connected with Quitplan.com were able to receive two weeks of free medications
by mail to assist them in attaining cessation. Utilizing Quitplan.com was not part of our original
plan, but we added this to our project while making the brochure as a valuable resource that
UGM residents could use.
Another observation during the cessation sessions was the average age of the residents
was higher than we anticipated from our research. Our research suggested that homelessness
disproportionately affects young adults, but what we observed at UGM was that the residents
were primarily middle-aged or seniors. The differences in age may be explained by the
unfortunate truth that young adults may be less likely to seek out homeless shelters and the
appropriate help they need from that sector. We hypothesize that these observations may be due
to the fact that homeless young adults are more likely to remain unsheltered or seek help from
friends or family.
A demographic group that did align with our research findings was the overrepresentation
of African Americans among the homeless residents at UGM. Our smoking cessation sessions
were not focused on supporting our research from Chapter 2, so we did not take any surveys of
any kind to affirm this demographical observation, but it was obvious simply by observing the
attendees of the sessions that African Americans were overrepresented demographically.
Not surprisingly, our research on smoking rates among homeless populations was
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adequately supported by our observations of the residents who attended the smoking cessation
sessions. Our research suggested that more than 70% of homeless individuals smoked tobacco
compared to 21% of that of the general population (Baggett & Rigotti, 2010), and that over 90%
of smokers started before the age of 18 (CDC, 2018). According to Nick Gisi, the UGM’s men’s
campus director, most of the residents at UGM are current or past smokers (Nick Gisi, personal
communication, February 22, 2018). The audience was polled at the second educational session,
which affirmed the aforementioned statistics and Director Gisi’s personal comments. The most
rewarding observation that was supported by our research was an equal desire to quit among
homeless smokers when compared to the general population (Baggett & Rigotti, 2010). At the
smoking cessation sessions, an equal desire to quit was especially evident when some of the
residents had quit that very day, eager to learn from the sessions, and attempt cessation in
earnest.
Overall, we agree that our research from Chapter 2 was supported by our general
observations from our smoking cessation sessions. We further hope that our research holds true
in the terms of outcomes of true smoking cessation among the residents at UGM as a result of
our smoking cessation sessions and the resources we were able to provide UGM.
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Limitations
The lack of coordination between NicA and UGM was the most notable limitation to the
smoking cessation project. Religious differences proved to be the dividing factor between the
two groups. NicA acknowledged a higher being in their meetings, while UGM wished to
acknowledge Jesus Christ as the only higher being. The NicA regional director was not willing
to make this statement; and as a result, NicA was not willing to lead any meetings at UGM. The
coordination between NicA and UGM was intended to be the long-lasting impact of the project,
but because of the differences in ideology, this component of the project was discontinued.
Additionally, the lack of participants limited the impact of the smoking cessation project.
The first meeting featured four participants and the second meeting featured a group of about 40
members from the Christ Recovery Program—a program designed to help with drug and alcohol
addiction. Despite the surge of participants in the second meeting, the impact may be overstated
because attendance from the recovery center was required rather than optional.
In retrospect, it also would have been beneficial for us to have more assistance and
coordination from Director Gisi in regards to identifying the demographics of the residents at
UGM. In Chapter 3, mention was made that Director Gisi would find the demographic data of
the residents, but this did not occur and was not incorporated into the paper.
Lastly, the smoking cessation project lacked quantifiable data and objectifiable
measurements to assess smoking cessation, which presents difficulties ascertaining the impact of
the smoking cessation education meetings. The meetings were intentionally anonymous to allow
participants to make their lifestyle choices in confidentiality.
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Future Projects
Seeking a NicA member willing to comply with UGM is perhaps the most purposeful
way this project could be furthered. Although each smoking cessation education meeting
provided members with knowledge about the impacts of smoking and practical ways to stop
smoking, a long-term establishment between NicA and UGM would provide social support
through group meetings.
Also, forging a partnership with Christ Recovery Center would have boosted the number
of participants for the smoking cessation education meetings. The Christ Recovery Center
program provided the second meeting with around 40 people; increasing the number from the
first meeting ten-fold. The participants from both educational sessions were engaged and asking
many questions indicating a level of attentiveness. The project may have been best spent with
two sessions with the Christ recovery center rather than one session open to all of UGM and one
session with Christ recovery center
Conclusion
Our community service project was designed to help homeless residents at UGM St. Paul
men’s campus to achieve smoking cessation, with the greater goal of helping homeless residents
achieve freedom from homelessness by alleviating the financial burden, health risks, and social
stigma associated with smoking.
In the literature review, homelessness was defined, and demographic research regarding
homelessness was obtained and analyzed, along with prevalence of tobacco use, health problems,
and success of tobacco cessation treatments in the homeless population. Cigarette smoking has
been shown to cause cardiovascular disease, respiratory disease, and cancer, which is a major
problem within the homeless population, affecting a staggering 70% of homeless individuals
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(Sharif et al., 2015; Baggett & Rigotti, 2010; HHS, 2014). The homeless population is reported
to have the same desire as the general population to quit smoking, however, cessation rates
among homeless individuals were 41% lower than the general population (Baggett & Rigotti,
2010). The difference in smoking cessation rates has been attributed to barriers such as lack of
education and resources, along with higher levels of boredom and stress in homeless populations
(Okuyemi, et al, 2006).
Our community service project addressed the lack of education and available resources
by providing two educational sessions about tobacco and the best methods of smoking cessation,
brochures which included resources for affordable pharmacologic agents and other tools for
quitting, and a location for community support at local NicA meetings. Limitations of this
project included an inability to measure the success of smoking cessation following the project,
and religious barriers in starting a NicA meeting at UGM. Future projects would involve future
Bethel PA program cohorts overcoming these limitations and establishing a long-term smoking
cessation group at UGM in partnership with NicA or the Christ Recovery Center.
Overall our smoking cessation project for UGM men’s campus, St. Paul, Minnesota was
a step in the right direction for homeless individuals in attaining their freedom from nicotine
addiction and the burdens associated with smoking. Not only was the project beneficial for
UGM and their residents, but also for us, as future Physician Assistants of the community. The
wealth of information we have acquired about smoking cessation, working with homeless
populations, and scientific principles guiding research within medicine will undoubtedly be
invaluable to us in our future practices. The hope and mission of our project was to assist our
local community homeless individuals in bettering their health, increasing their awareness and
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capacity to achieve smoking cessation, and ultimately ending their homelessness, allowing them
to become functioning members of society, leading lives with purpose, freedom, and fulfillment.
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Appendix A: Advertising Flier
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Want to quit smoking?
When: June 17th and 24th at 6pm
Where: chapel room
Join us for our educational session to help you on your
journey to stop smoking. Support group to follow.

Students from Bethel University will be presenting on
tips to stop smoking. FOOD WILL BE PROVIDED.
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Appendix B: Permission to Work with Union Gospel Missions

56
Forwarded message ---------From: Nick Gisi <NGisi@ugmtc.org>
Date: Tue, Feb 13, 2018 at 2:08 PM
Subject: RE: Confirmation email and availability 2/12-2/15
To: Chandler Hutton-Lau <crh93667@bethel.edu>
Greetings, Chandler- sorry it has taken me so long to reply- I just got back from vacation today! I could
meet with you guys next Thursday- 2/22- at 9:00 am- will that work with your schedules?
I give permission for the Bethel PA students to work with UGM on smoking cessation. Will this suffice,
or do you need me to send a separate e-mail?
Blessings! Nick
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Appendix C: Educational Brochure
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Appendix D: Educational PowerPoint
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Smoking Cessation
Matthew Schull PA-S, Nathaniel Van Loon PA-S, Chandler
Hutton-Lau PA-S, and Benjamin Hageman PA-S

Outline
1.Statistics
2.Why do People Smoke?
3.Ill Effects of Smoking
4.Interventions
5.Stages of Change
6.Resources to Quit
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480,000
deaths per year
Smoking = BIG
PROBLEM

Smoking Statistics
Smoking is the

#1 cause of

PREVENTABLE death
Smokers die 10

years

younger than the
general population.

1 in 5 deaths
can be attributed to
smoking
In 2015, $8.9

Billion

was spent on advertisements
for cigarettes
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Smoking Statistics
90% of smokers

started before age 18
Over

Smokers among people experiencing
homelessness and the general pop show
an EQUAL desire to quit (~80%)

70% of people

experiencing homelessness are
smokers, compared to 21% in

the general popluation.

9% of the people experiencing
homelessness are able to quit

smoking, compared to 50% of

the general population.

Smoking Statistics
Increases risk of lung cancer

25 times.
Increases risk of heart disease
and stroke

2-4 times.
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Financial Cost
● Smoking costs of the average pack a day smoker

$1.1 million over a lifetime.

○ This includes: cost of tobacco, health care cost,
and loss of money from investments.
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SO WHY IS IT SO HARD TO
QUIT?
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Use Big Images
Nicotine is an addictive drug.

Nicotine acts on the brain by releasing dopamine,
affecting the mood and giving the person a “rush”.
The brain adapts to an increase in more
dopamine. This results in a need for more nicotine
in order to get the same response.

Overtime, the original effects of nicotine diminish
and smoking is used to relieve withdrawal
symptoms.

WITHDRAWAL
Depressio
n

Irritability

Trouble
Sleeping

Difficulty
Concentratin
g

Anxiety

Restlessnes
s

Weight
Gain
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How to Quit
It will be difficult, but it is absolutely possible!
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Make a Plan
● Decide why you want to quit. Write this down.
● Use the START acronym
○ Set a quite date
■ Mark it on the calendar.
○ Tell people
■ Tell your friends and family, support group.
○ Anticipate challenges
■ Nicotine withdrawal/cravings
○ Remove products/triggers
■ throw away everything related to cigarettes you own. Wash your clothes.
○ Talk to your doctor

Two common methods
Cold
turkey

● What is it?
○ Complete abstinence from day 1.
● Is it easier than tapering?

Taper
● What is it?
○ Decreasing use by 1 cig/day until
abstinence is achieved.

○ Depends. Can have more intense

● Is it easier than quitting cold turkey?

withdrawal side effects but these

○ Possibly reduces withdrawal side

will end sooner.
● Some studies have shown this to be
slightly more effective, but you have
a higher chance of relapse

effects, but the side effects will be
drawn out for longer period of time.
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Whichever method you chose,
you NEED a desire to quit to be
succesful!

ADDRESSING THE PROBLEM

Long Term

Mental Habit

Cravings
Physical
Dependence

Social Pressure
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Physical Dependence
● Withdrawal symptoms will peak within 2-3 days, and may take 13 months to disappear.
● Nicotine replacement therapy vs abstinence
○ Quitplan.com has 2 weeks of FREE medications to get you
started
● Just 1 cigarette restarts the cycle of dependence!

Mental Habits: Pattern
Triggers
1.Identify the moments and triggers that cause you to smoke.
a.Pattern triggers: drinking coffee, at meals, work breaks, driving,
watching TV, talking on the phone etc.
1.Discover new coping mechanisms
a.Pattern triggers:
i. Find replacement - chewing gum, suck on a straw, toothpick.
ii. Keep your hands busy - stress ball, fidget spinner
iii.Walking/Exercise - can be a helpful distraction.
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Mental Habits:
Emotional Triggers
1.Identify the moments and triggers that cause you to smoke.
a.Emotional triggers: stress, anger, feeling tired, boredom, excitement,
loneliness, etc.

1.Discover new coping mechanisms
a.Emotions:
i. Talk to family or friend about your emotions.
ii. Meditation, listen to calming music - this can help you relax,
decrease stress hormones.
iii.Walking/exercise/meditation/breathing exercises - great way to
handle emotions, releases endorphins.

Social Pressure
● Social support is recommended when quitting tobacco
● Nicotine Anonymous

● Find people who have quit or are quitting!
● YOU ARE NOT ALONE
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Long Term Success
● Cravings may never fully disappear, although they will decrease
over time
● Continue to avoid old habits and triggers
● This is a lifelong journey. It isn’t easy, but it is worth it!
● Trying and then relapsing does not mean you are a failure!
Figure out what you have learned and keep trying.

Further
Resources
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Apps
1.Kwit
2.Smoke Free
3.Quit Smoking
4.QuitNow!

St. Columba Church
1330 Blair Ave in St. Paul
Tuesdays at 7pm
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● Free nicotine replacement therapy for 2 weeks
● Downloadable “quit guide”
● Coaching calls and support

Summary
Smoking and the chemicals in cigarettes are harmful to MANY body
systems
Smoking is a burden to health, finances, and ending homelessness
Making a “quit plan” and having support is a great starting point

It’s difficult to quit, but there are resources to help, and you are not
alone in wanting to quit.
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QUESTIONS
?

THANK YOU!
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